STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene
201 W. Preston Street ° Baltimore, Maryland 21201
Martin O’Malley, Governor — Anthony G. Brown, Lt. Governor — Joshua M. Sharfstein M.D., Secretary

March 20, 2013

Administrator

Associates In OB/GYN Care, LLC
801 Tollhouse Road, Unit #6
Frederick, MD 21701

RE: NOTICE OF SURVEY FINDINGS

Dear

On March 7, 2013, a complaint investigation survey was conducted at your facility by the
Office of Health Care Quality to determine if your facility was in compliance with State requirements
for Surgical Abortion Facilities, Code of Maryland Regulations (COMAR) 10.12.01. This survey did
not identify noncompliance with the requirements that were reviewed in relationship to the allegations

of the complaint.

If you have any questions concerning the instructions contained in this letter, please contact me
at 410-402-8018 or fax 410-402-8213.

Sincerely,
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Barbara Fagan
Program Manager

Enclosures:  State Form

cc: License File

Toll Free 1-877-4MD-DHMH - TTY/Maryland Relay Service 1-800-735-2258
Web Site: www.dhmh.maryland.gov
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